We studied the prevalence of hepatitis C virus (HCV) antibody seropositivity using ELISA (Ortho Diagnostic system, 3rd generation test) polymerase chain reaction testing of HCV-RNA (PCR, Promega) and serum alanine transferase (ALT) level in 100 healthy, HIV-negative, pregnant women who delivered spontaneously at the Alexandria University Hospital, and their newborns. Some risk factors were studied using Fisher's exact test. Nineteen per cent of pregnant women were HCV seropositive and 14 of them (14/19) had circulating HCV-RNA, detected by PCR. Nine of the babies born to the 19 HCV seropositive females had circulating antibodies, whereas HCV-RNA was detected in five of them. This gives a vertical transmission risk of 5/14 (36 per cent) for mothers carrying the HCV-RNA and 5/19 (26 per cent) for those having circulating HCV antibodies. History of previous blood transfusion, elevated serum ALT level, and history of infection with schistosomiasis were significant risk factors for HCV infection in mothers. In addition to the previous factors, maternal history of jaundice, stillbirth and hepatomegaly were significant risk factors for neonatal infection. The occurrence of early jaundice and the presence of congenital anomalies in the newborns were non-significant risk factors. In conclusion, our data indicate a high prevalence of HCV seropositivity in Egyptian HIV-negative pregnant women with a significant high rate of vertical transmission of HCV.
Introduction
Hepatitis C virus (HCV) is the major cause of both parenterally transmitted and cryptogenic non-A, non-B hepatitis. 1 The potential importance of HCV infection in Egypt has been noticed due to the increased prevalence of HCV antibody seropositivity in normal children attending rural primary schools (12 per cent), with a significantly higher prevalence (38 per cent) in children with schistosomal hepatic fibrosis. 2 Proved risk factors for HCV infection include: transfusion of blood and its products, intravenous drug abuse, heterosexual contacts, tattooing, and occupational risk. However, in a large number of cases the route of transmission remains unknown, which suggests other modes of transmission. 3 Studies of maternal to infant (vertical) transmission of HCV showed variable results with the incidence ranging between 0 and 15 per cent.
circulating HCV-antibody using ELISA method (Ortho TM-HCV, 3 .0 ELISA test system), and for the detection of HCV-RNA by polymerase chain reaction (PCR) using kits supplied by Promega Corporation.
Serum concentration of alamine-aminotransferase (ALT) was estimated in all samples. All newborns were subjected to thorough clinical examination including Apgar score, anthropometric and neurological examination, measuring liver size, and recording any congenital anomaly.
The infants were followed-up for a minimum of 6 months for development of jaundice and/or hepatomegaly, and another blood sample was collected at 6 months of age for the estimation of ALT concentration.
Statistical analysis used included arithmetic mean and standard deviation. Odds ratio was used to detect risk factors for infection. Significance was accepted when p < 0:05. Table 1 shows the general characteristics of the women studied and their newborn. Anti-HCV was positive in 19 per cent (19) of the women, and HCV-RNA was detected in 14 per cent (14) of them. Table 2 shows the risk factors studied. The significant risk factors in women with positive HCV-RNA were blood transfusion (odds ratio, 6.48; 95 per cent CI, 1.49-28.18), history of treated schistosomiasis (odds ratio, 16.2; 95 per cent CI, 4.04-64.6) and ALT concentration.
Results
The significant maternal risk factors affecting vertical transmission in HCV-RNA positive newborns were: maternal history of previous stillbirth (odds ratio, 9.89; 95 per cent CI, 1.38-117.85), history of jaundice (odds ratio, 15.17; 95 per cent CI, 1.95-117.8), blood transfusion (odds ratio, 22.26; 95 per cent CI, 3.2-300.75), history of treated schistosomiasis (100 per cent of positive cases), hepatomegaly (odds ratio, 31.0, 95 per cent CI, 3.2-300.7), and mean ALT concentration (t ¼ 5:66).
Follow-up of ALT concentrations in infected newborns (n ¼ 5) showed a persistence of elevated mean ALT concentration for 6 months after birth (44:0 Ϯ 1:4 vs 35:8 Ϯ 2:49 IU/l, respectively) vs HCV-RNA negative newborns (20:6 Ϯ 6:61 IU/l). The results showed that vertical transmission of HCV-RNA was 36 per cent (5/14).
Discussion
Our study showed a high prevalence of HCVseropositivity in pregnant women (19 per cent). The rate is considerably higher compared with rates in the general population reported from USA (3.2 per cent), Taiwan (1.5 per cent), Zaire (6 per cent), and Saudi Arabia (0.6 per cent), but comparable rates were reported from Japan. 5¹7 We demonstrated a higher rate of vertical transmission, from HCV-seropositive, HIV-negative, pregnant women to their newborns (36 per cent) compared with other reports from Japan (5.7 per cent), Ireland (0.03 per cent), and Italy (25 per cent).
8¹10 This high rate of vertical transmission means that a considerably large number of Egyptian infants acquire HCV infection very early in life through vertical transmission. In addition, because the presence of circulating anti-HCV can sometimes not be detected until 9-20 weeks after exposure, this creates a window of seronegativity and potential infection. 5 History of stillbirth, jaundice, previous blood transfusion, Cesarean section, hepatomegaly and elevated serum ALT levels, and maternal history of treated schistosomiasis, were significant risk factors for HCV infection in newborns.
Follow-up of ALT concentration in infected newborns (n ¼ 5) showed a persistence of elevated ALT concentrations 6 months after birth (double the normal) denoting continuous hepatic parenchymal infection in these infants.
In Egypt, with this considerably high prevalence rate of HCV infection, blood banks should improve HCV detection by including HCV-RNA detection in their blood screening tests, especially in high risk blood donors. 
Introduction
Acute bronchiolitis is generally a mild and self-limiting respiratory illness with only 1 per cent of these patients requiring hospitalization. 1 However, 12-20 per cent of hospitalized patients develop severe respiratory distress that requires management in an intensive care facility where half of them may then need ventilatory support. 2;3 We set out to determine the demography and clinical profile of children admitted to our Paediatric Intensive Care Unit (PICU) with acute bronchiolitis. Risk factors associated with respiratory failure requiring ventilation were also evaluated.
Material and Methods
We reviewed the medical records of all children admitted to the PICU between January 1993 and December 1997 who fulfilled the following criteria: age less than 24 months; diagnosis on admission was acute bronchiolitis in accordance with Court's criteria; 4 and indication for admission to the PICU was due to severe respiratory distress, apnoea/respiratory arrest or cyanosis. The need for positive-pressure mechanical ventilation was determined by the patient's clinical situation. Patients who had previous wheezing or had been diagnosed to have chronic asthma were excluded.
Data on the demography, clinical profile and investigations was extracted from the medical records. The corrected age at admission was used for patients who were delivered at 37 weeks gestation or less. The social class of the patient was determined according to the UK General Registrar's occupational classification based on the father's occupation. Only results of investigations carried out within the first 24 h of admission to the PICU were included. Respiratory distress at admission for each patient was determined with the use of a modified Respiratory Distress Assessment Index (RDAI) score (Table 1) . Each clinical parameter was given a score and then totalled as the RDAI score.
Quantitative data was compared using the Student's t-test and proportions were compared using the Fisher's exact test. A p value of less than 0.05 was considered as significant.
Results
A total of 998 patients were admitted to the hospital with acute bronchiolitis during the study period of which 52 (5.2 per cent) required PICU admission. The mean age of the patients was 5:5 Ϯ 3:1 months (range 0.5-12.0 months) with a median age of 6.0 months. The male to female ratio was 1:1.1. There were 35 Malays (69 per cent), six Chinese (12 per cent) and 10 Indians (19 per cent). Nineteen patients (37 per cent) had a weight-forage below the 3rd centile on admission. The majority of patients (71 per cent) belonged to social class III. The mean monthly income was $US 308 Ϯ 188 (range $US 150-1050).
The mean duration of illness before admission was 3:0 Ϯ 2:1 days with a median of 2.0 days. Twenty-five (48 per cent) patients were cyanosed at admission. Twelve (23 per cent) patients presented with recurrent apnoea and they were more likely to be younger than 3 months old (50 vs 15 per cent, p value ¼ 0.019). An underlying illness was present in 28 (54 per cent) patients.
Twenty-two (42 per cent) patients developed respiratory failure requiring intubation and ventilation. Risk factors associated with ventilation included a younger mean age, female sex, lower birthweight, weight-for-age below the 3rd centile, presence of an underlying illness, higher RDAI score at admission, pneumonic infiltration on the chest radiographs, and a lower serum sodium level. Respiratory syncytial virus (RSV) was also more likely to be isolated in patients who were ventilated (Table 2 ). There was only one death. 
Discussion
The majority of Malaysian children with acute bronchiolitis do not require intensive care admission as it is generally a self-limiting mild illness. The number of children requiring PICU care in Malaysia is low when compared to children with acute bronchiolitis in more developed nations, where up to 20 per cent may require PICU admission.
2;3;5;6 The low incidence of respiratory failure in our study is also similar to observations in neighbouring Singapore. 7 This disparity from developed nations in temperate climates suggests that the disease pattern of bronchiolitis in this region may be less severe and can perhaps be attributed to undetermined common factors, such as population differences and climate. Intensive care is, however, an expensive form of healthcare resulting in a limitation of PICU beds in many developing nations. A lower incidence of PICU admission for acute bronchiolitis in this region may not always reflect less severe disease patterns, as patients with severe bronchiolitis may be managed in the general wards until they require treatment only available in the PICU.
Risk factors found to be associated with severe bronchiolitis requiring ventilation include a younger age, prematurity, failure to thrive, underlying illness and presence of pneumonic infiltration on chest X-ray.
8¹10
All these factors were also found in our study population. Although more severe illness is reported to be more commonly associated with a lower socioeconomic background, 11 only 11 patients belonged to social class IV and there was no association with an increased risk for ventilation. As our hospital serves an urban population, the study population is less likely to belong to social classes IV and V, and the monthly income is probably higher than for the rest of the country's population.
Acute bronchiolitis requiring intensive care is relatively less common in children in this part of the world. It is nonetheless important to recognize risk factors associated with respiratory failure as these patients have an excellent outcome with early recognition and transfer to a hospital with PICU facilities.
Introduction
Despite recent advances in treatment, the morbidity and mortality of neonatal meningitis remains high. 1 Although the most common bacteria cultured worldwide are Group B Streptococcus (GBS) and E. coli 2¹4 the reported epidemiology of neonatal meningitis varies considerably.
A retrospective study was conducted to describe the bacteriology, cerebrospinal fluid findings, and mortality of patients with neonatal bacterial meningitis. The study was performed at Tygerberg Hospital, a tertiary-care hospital located in the Western Cape Province of the Republic of South Africa.
Patients and Methods
The clinical records of patients treated for bacterial meningitis during the period July 1981 to June 1992 were reviewed. Criteria for inclusion in the study were age of onset in the first 28 days of life and one of the following: a positive CSF culture; or a positive blood culture in the presence of at least two of the following CSF criteria: a white cell count greater than 100/mm 3 , a polymorph count greater than 60 per cent of the total white cell count, a CSF/blood glucose ratio of less than 0.4; or a positive CSF Gram stain associated with at least two of the above mentioned CSF criteria.
Results
The minimum incidence of neonatal meningitis for babies born at Tygerberg Hospital is 0.72/1000 live births and 1.69/1000 for babies with a birthweight of less than 2500g. Eighty-eight patients were included in the study. Fifty-one (58 per cent) were male and 56 (64 per cent) were born at our institution.
The median birthweight was 2320g, median gestation was 36 weeks, and median age at diagnosis was 12 days. CSF culture was positive in 77 (88 per cent) patients; 41 (53 per cent) of these patients had a positive blood culture. Organisms were identified by CSF Gram stain in 58 (66 per cent) patients. Fifty-four (70 per cent) of the patients with positive CSF cultures had a positive CSF Gram stain and four of the 11 patients with a negative CSF culture had a positive CSF Gram stain.
GBS was the most common organism cultured (n ¼ 28; 30 per cent), followed by E. coli (n ¼ 20; 23 per cent) and K. pneumoniae (n ¼ 13; 15 per cent). Other Gram-negative organisms accounted for 18 (28 per cent) cases, and Gram-positive organisms other than GBS accounted for eight (9 per cent) cases. Two patients had meningococcal meningitis, one H. influenza meningitis, and one Listeria monocytogenes meningitis.
GBS was responsible for 10 of 15 (67 per cent) babies presenting in the first 72h of life and 13 of 27 (48 per cent) babies presenting in the first 7 days. Seventeen of 41 babies (41 per cent) with birthweight greater than 2500g had GBS meningitis compared with 11 of 46 (23 per cent) babies with a birthweight less than 2500g. This difference was not statistically significant. CSF total protein was determined in 71 patients; median CSF protein was 3.39g/l. Median CSF total protein was greater in patients who died (5.2g/l) than in survivors (3.3g/l). (This difference was, however, not statistically significant.) In addition, median CSF total protein was significantly greater ( p < 0:05) in patients presenting with seizures (5.4g/l) or with persistent seizures (7g/l) than in those without seizures (3.02g/l).
CSF cell count was available for 71 patients; the cell count exceeded 500 × 10 6 /l in 40 (56 per cent) patients. Neutrophils predominated in all except one patient. Six patients had a normal CSF cell count, total CSF protein less than 1.5g/dl, and a normal CSF glucose.
Thirty (34 per cent) of the patients died during initial hospitalization, 23 within 72h after admission. The death rate was greatest in the babies weighing less that 1500g (13 of 22, 59 per cent). This was significantly greater ( p < 0:05) than the mortality in the babies weighing 1500-2500g (32 per cent) and babies weighing more than 2500g (22 per cent). The organism cultured and the age at presentation did not influence mortality significantly.
Discussion
The incidence of neonatal meningitis in this study is considerably higher than that reported in England and Wales (0.32/1000 births per year) by du Luvois. 5 This may be related to the high incidence of prematurity and low birthweight at our institution (approximately 20 per cent of babies born at our institution are premature and 24 per cent had a birthweight of below 2500g in the study period).
The spectrum of organisms cultured is similar to that reported previously in South Africa.
2;6 Listeria monocytogenes is apparently a rare cause of neonatal meningitis in Africa. The relatively high proportion of patients with Klebsiella pneumoniae meningitis reflects the importance of this organism as a nosocomial pathogen at Tygerberg Hospital. It has been claimed that GBS is rare in developing countries. 5 This would not seem to be applicable to South Africa.
CSF Gram stain proved to be a valuable initial investigation, detecting bacteria in approximately twothirds of cases before culture results become available. Gram stains can be performed readily in rural settings where access to a formal microbiology laboratory is limited. This may aid the initial choice of antibiotic treatment.
The need for a lumbar puncture as part of the evaluation of the neonate with suspected sepsis was recently debated. 7;8 In 21 (24 per cent) patients, organisms were cultured from the CSF despite a negative blood culture. Correct identification of the organisms in these cases ensured appropriate antibiotic therapy. A clinically significant proportion of patients (39 per cent) presented with signs that were not directly related to central nervous system disease. Eight of these patients (22 per cent) had negative blood cultures. Bacterial meningitis was subsequently confirmed in all these patients on CSF culture. These data suggest that neonates with symptoms suggestive of bacterial infection should have a lumbar puncture performed even in the absence of a positive blood culture or signs of CNS disease.
An entirely normal CSF (cell count, CSF total protein, CSF glucose, and CSF:blood glucose ratio) is seldom found in neonatal meningitis. 9 Only one patient had an entirely normal CSF analysis documented and in six patients CSF protein, cell count, and CSF glucose were normal.
Meningitis can only be excluded with confidence after microbiological studies have been completed. As antigen detection by latex agglutination studies only became available to us during the latter part of the study we do not have sufficient data to comment on its value in our setting.
The mortality in this series is similar to that reported previously, as is the higher mortality in preterm babies. 10 An increased mortality in babies with high CSF protein values has also been reported by Overall 11 and Wu.
12
The increased mortality observed with increased CSF total protein may be the result of a more severe inflammatory reaction. This would support the use of anti-inflammatory agents, such as dexamethasone, in the treatment of neonatal meningitis.
Introduction
Vitamin A deficiency has long been recognized as a major public health problem and it is one of the common causes of blindness in preschool children in many developing countries including India.
1 Although extensive literature is available regarding risk factors for xerophthalmia, no attempt was made to study risk factors for subclinical vitamin A deficiency.
With this background, together with the fact that prevalence of subclinical vitamin A deficiency is fairly high (i.e., 25-86 per cent) in preschool children among Indian populations, 2¹5 we performed a study to investigate risk factors for subclinical vitamin A deficiency in children under the age of 6 years residing in urban slums in Nagpur, India.
Materials and Methods
The present study was undertaken in two urban slums (Hasanbagh and Shivankar-nagar) which were selected randomly out of 23 slums which are affiliated to the field practice area of the Urban Health Centre, Department of Preventive and Social Medicine, Government Medical College, Nagpur, India. The baseline survey observed 999 non-xerophthalmic children, under the age of 6. Because of feasibility and cost, conjunctival impression cytology (CIC) was performed randomly in every third non-xerophthalmic child. Thus 328 non-xerophthalmic children were subjected for CIC, but results could be interpreted in only 308 children. CIC was performed by standard procedure. 6 Specimens were graded as normal if goblet cells/abundant mucin spots were present (previous stages 0 and 1) or abnormal if enlarged epithelial cells were present and goblet cells and mucin spots were absent (previous stages 2-5). If the specimen from either eye was normal, the child was graded as non-deficient.
In the present study risk factors included: age > 1 year, female gender, illiterate mother, illiterate father, birth order > 3, low socioeconomic status, more that two siblings under 5 years old, undernutrition, history of diarrhoea, measles, acute respiratory infection and worm infestations. For measurement of risk factors standard definitions and criteria described in the literature were followed.
7;8 The socioeconomic status was assessed by using a modified Kuppuswamy socioeconomic status scale. 9 Bivariate analysis for all risk factors was carried out by Pearson's chi-squared test and odds ratio with 95 per cent confidence interval. Multivariate analysis was performed by unconditional multiple logistic regression analysis. All factors were included in the full model and those recognized to be significant at a ¼ 0:1 level were included in the final model. The level of significance was fixed at a ¼ 0:05 in the final model. Attributable risk proportions (ARP) and population attributable risk proportions (PARP) were estimated for preventable and significant risk factors. Risk of subclinical vitamin A deficiency was observed to be more in females, which may be due to the fact that the girl child is usually neglected and underfed in Indian society. More children in a family results in overcrowding and low per capita income which consequently affects per capita availability of food including vitamin A rich food, which may be the explanation of why more than two siblings under the age of 5 is a risk factor for subclinical vitamin A deficiency.
Results

Out
It is not surprising that undernutrition and measles were associated with subclinical vitamin A deficiency. Association of measles with subclinical deficiency is reported in the literature, 8 whereas contrary findings are reported about the association with malnutrition. 3 Socioeconomic status, maternal literacy, diarrhoea and ARI were significant in bivariate analysis. However, their significance was missed by a narrow margin in the full model of logistic regression, lower estimates of odds ratio being close to unity. Vitamin A deficiency is reported to be associated with diarrhoea, acute respiratory infection, and a variety of other common infectious diseases. 8 In our observations, no significant difference was noticed between subclinical vitamin A deficiency and the frequency of episodes of diarrhoeal diseases and acute respiratory infections, indicating that subclinical deficiency may not play a significant role in causing an increased frequency of these disorders until vitamin A deficiency becomes more pronounced. However, a deleterious effect of these infections on vitamin A status should not be underestimated. These infections in children with subclinical vitamin A deficiency, who have poor dietary intake and marginal body stores, can precipitate a clinical deficiency.
A risk of subclinical deficiency among children of illiterate mothers and from lower socioeconomic strata may be due to the fact that both these variables are conducive to poor nutritional and health awareness leading to improper feeding. The role of both these factors in the outcome of subclinical vitamin A deficiency has also been reported by earlier investigators. 10 Thus, it is evident that the risk factors identified in this study are interrelated and that the majority of them are also preventable. Although all these risk factors are established risk factors for xerophthalmia, recognition of their significance in the outcome of subclinical vitamin A deficiency, can certainly help in devising primary prevention strategy for subclinical vitamin A deficiency, which in turn would help to reduce the burden of xerophthalmia and its consequences.
Introduction
Blood lead levels greater than 10 mmol/l in two Omani children admitted to the Royal Hospital, Muscat, with clinical acute lead intoxication stimulated us to assess the incidence of subclinical lead intoxication.
Subjects and Methods
EDTA blood was collected from 529 children chosen at random from those who required a blood test for any reason. Of the 529 children, 195 were from the Royal Hospital, the principal referral hospital in Oman and 171 patients were from Nizwa, which is inland, and whose population is rural. Eighty-seven and 76 patients were from the sea ports of Sur and Sohar, respectively. Blood lead was measured using an SP9 atomic absorption spectrophotometer with a furnace attachment. Table 1 shows the percentage of patients' blood lead levels in the different concentration bands from different areas of Oman, based on CDC banding criteria. 1 Although blood lead concentration below < 1.45 mmol/l used to be acceptable, the latest report 1 of the CDC recommends a maximum of 0.5 mmol/l for optimum intellectual development in children. In the table, the overall results show about 30 per cent of children have blood lead concentration in the 'undesirable' range of above 0.5 mmol/l. Children from the Royal Hospital and Sohar region had more than 8 per cent in the range > 0.93 mmol/l.
Results
Discussion
Woolf
2 has documented high levels of blood lead in Omani children. The main oral cause of this lead intoxication is a local medicine imported from Asia called 'Bint Al Daab' which contains 70 per cent lead and is alleged to relieve colic. Ingestion of lead is associated with significant morbidity and mortality. In our study there were four children attending the paediatric oncology and thalassaemia clinics at the Royal Hospital who unexpectedly had blood lead concentrations between 2.0 and 3.5 mmol/l. This suggests that children referred with a serious illness may be in significant danger of exposure to local 'alternative' medicines. In Sohar, the elevated blood leads may be due to environmental causes.
A recent review 3 does not recommend blood lead screening of the entire population.
There are many children of Asian and Arab descent in Europe and North America. Cultural practices may persist, and sick children of such descent may be given medicine containing lead in high concentration. Bayly 4 reported five cases of adult lead poisoning due to the administration of 'traditional remedies' in the Asian community in the West Midlands, UK. We believe that enhanced awareness of this problem is warranted and suggest blood lead should be measured in all children of Asian or Arab descent who are ill enough to require extensive investigation. 
